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Family Information 

Child’s Full Name:  

Nickname (if applicable):  

Number of brothers:  Number of sisters  

Any siblings enrolled in the ASYMCA Day Camp Program?   

Who lives in the home with the child?   

  

Has your child been in a childcare setting before?   

Does your child have any special needs or concerns that our staff should now about (scared of 

storms, nervous around animals, etc.)?   

  

What does your child like to do during his/her free time?   

  

  

What types of communication works best for your child:   

  

What is the primary language spoken in the home?   

Which race below best describes your child: (optional, used for grant info) 

 White         Black        Native        Asian        Hispanic         Other:   

 

Medical Information 

Physician: Phone:  

Address:   

Has your child ever been diagnosed with any of the following: (please check all that apply) 

 ADD  Epilepsy  Behavioral Disorder  

 ADHD  Visual Impairment  Frequent Headaches  

 Autism  Hearing Impairment  Other Heart Conditions  

 Cerebral Palsy  Learning Disability  Food Allergies  

 Down Syndrome  Diabetes  Medication Allergies  

 Mental Impairment  Asthma  Other Allergies  

 Hyperactivity  High Blood Pressure    

 Seizure Disorder  Heart Murmur    
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If you have checked any of the items in the preceding list, please explain:  

  

  

  

Is your child’s immunizations current?  YES      NO 

Does your child follow a special diet?  YES      NO 

If yes, please explain:  

  

Please provide any additional medical information that the ASYMCA should know:  

  

  

  

 

NOTE: The ASYMCA does not administer any medications. All information on this form will be 

confidential, and only used to your child’s benefit. 
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